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December 20111858 AbstractsMethods: 313 patients (606 renal arteries) had both renal duplex
ultrasound and angiography. Renal artery stenosis was classified into:60%,
60-99%, and occlusion. Main outcome measurement included: renal PSV,
systolic renal-aortic ratios (RAR), EDV, resistive index (RI), and kidney
sizes. ROCs were used to analyze PSV, EDV, and RAR in detecting 60%
stenosis.
Results: Renal duplex ultrasound was inconclusive in 4% (23/606).
Mean PSVs and RAR for normal,60%, and60% stenosis were 173, 236,
and 324 cm/sec (P .0001) and 2.2, 2.9, and 4.5, respectively (P .0001).
The PSV, EDV, and RAR cutoff values with the best overall accuracy for
normal renal arteries were 186 cm/sec, 33 cm/sec, and 2.4 (overall accuracy
of 80%, 65%, and 76%, respectively). The PSV cutoff value that provided the
best overall accuracy for 60% stenosis was 285 cm/sec with a sensitivity,
specificity, and overall accuracy of 81%, 80%, and 81%, respectively. The
EDV and RAR cutoff values with the best overall accuracy for60% stenosis
were 62 cm/sec and 3.7, with a sensitivity, specificity, and overall accuracy of
75%, 74%, 74%, and 84%, 82%, 82%, respectively. A PSV of 180 cm/sec
and RAR of 3.5 had a sensitivity, specificity, and overall accuracy of 72%,
82%, and 78% in detecting 60% stenosis. A PSV of 200 cm/sec with a
RAR of3.5 had a sensitivity, specificity, and overall accuracy of 73%, 82%,
and 78% in detecting 60% stenosis. ROC analysis showed that PSV and
RAR were better than the EDV in detecting60% stenosis: PSV area under
the curve (AUC) was 0.85 with 95% confidence interval (CI) of 0.81-0.88,
EDV AUCwas 0.71 with CI of 0.66-0.76, and RAR AUCwas 0.82 with CI
of 0.78-0.86 (PSV vs EDV: P .0001, PSV vs RAR: P .075, EDV vs RR:
P .0001, Fig). A PSV of 285 c/s or RAR of 3.7 alone were better than any
combination of PSVs, EDVs, or RARs in detecting 60% stenosis. Mean
kidney length in patients with 60% stenosis was 10.4 cm versus 11.0 in
patients with 60% stenosis (P  .0001). 26/218 (12%) patients with
60% stenosis had a kidney size of8.5 cm versus 14/354 (4%) in patients
with 60% stenosis (P  .0003). 6% (34/578) had accessory renal arteries
on angiography (6/34 were detected on renal duplex ultrasound). The
presence of accessory renal arteries, solitary kidneys (1.2%), or renal fibro-
muscular dysplasia have no influence on overall accuracy of using the PSV
values for detecting 60% stenosis.
Conclusions: A PSV of 285 c/s or a RAR of 3.7 alone can be used in
detecting 60% renal artery stenosis. Previously published data must be
validated in individual vascular laboratories.
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fObjectives: To compare surgeon-modified fenestrated-branched stent
rafts (sm-FBSG) with open abdominal debranching (AD) for high-risk
atients with complex aortic aneurysms.
Methods: Retrospective review of 61 consecutive patients operated on
ith sm-FBSG and 34 consecutive patients with AD at our institution.
emographic data, technical success and intraoperative data, as well as
0-day outcome with respect to mortality, morbidity and re-intervention
ere reviewed.
Results: 61 patients with sm-FBSG (58 male, mean age 73  8
ears) (group A) and 34 patients with AD (20 male, mean age 68  10.7
ears) (group B) were treated for 74 thoracoabdominal aortic aneurysms
groups A and B respectively 0/5 Type I, 4/3 Type II, 14/4 Type III,
6/11 type IV and 1/6 type V) as well as 24 para-renal (group A/B,
2/2) and 3 visceral aorta pseudoanerysms in group B. Mean aneurysm
iameter was 7  1.3cm for group A and 6  3cm for group B (P  .4).
roup A consisted of more elderly patients (P  .04) with more severe
o-morbidities (coronary disease P  .02, status post myocardial infarc-
ion P  .01, hypertension P  .01). Technical success was 98.5% in
roup A and 97% in group B (P  .6) Patients in group B had a higher
ncidence of complications including cardiac (4.5% vs 8.8%, P  .7) and
espiratory (6% vs 15%, P  .16), renal failure requiring dialysis (1.5% vs
1.8%, P  .04) and cerebrovascular complications (1.5% vs 11.8%, P 
04). The 30-day mortality was significantly lower in group A (4.5% vs
3.5%, P  .04). Hospital stay was significantly shorter for group A (7 
.5 days vs 20  15 days, P  .01). Endograft-related re-interventions
ere necessary in 5 patients (7%) in group A and in 2 (6%) in group B (P
.9).
Conclusion: Sm-FBSG can be performed with a high procedural
uccess and low-mortality in high-risk patients with complex aortic aneu-
ysms. It is associated with significant decreased 30-day mortality, morbid-
ty, and length of hospital stay when compared to AD despite the fact that
he sm-FBSG patients had more severe co-morbidities than AD patients.
bdominal debranching remains a major procedure for a multi-morbid
ohort of patients who cannot tolerate open operation, and the total
ndovascular approach of sm-FBSG represents the best option for these
atients and should be considered as a preferable alternative to AD in
igh-risk patients with complex aneurysms.
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Introduction: Inflammatory abdominal aortic aneurysms (IAAA) have
een traditionally managed with open repair. Endovascular repair of aortic
neurysms (EVAR) was approved September of 1999. Some authors have
uggested EVAR is not an acceptable option for management of IAAA.
owever, several recent reports have suggested EVAR is a reasonable
anagement option in these patients. The purpose of our study was to
eview our experience with the contemporary management of IAAA involv-
ng both open and endovascular approaches.
Methods: A retrospective review of all patients undergoing repair of
AAA from 1999 - 2011 was conducted at three geographically separate
nstitutions. Basic demographics, diagnostic work-up, treatment, and out-
omes were reviewed.
Results: Between 1999-2011 thirty-six patients underwent surgical
epair of IAAA, 28 by open repair and 8 by EVAR. Eighty-three percent of
atients were male with a mean age of 69. Aneurysm size was similar in both
roups (6.2cmOpen vs 5.9cm EVAR). Average ICU stay in the open group
as 2 days compared to zero in the EVAR group. Average hospital stay was
0 days in the open group and 2 days in the EVAR group (P  .01).
ollow-up for the open group was a mean of 1233 days and 753 days for the
VAR group. Periaortic fibrosis was documented to improve or resolve in all
VAR patients. Hydronephrosis was present preoperatively in 2 of 8 EVAR
atients and improved in one of the two. Aneurysm size decreased in all
VAR patients by an average of 1.9 cm (19.8%). There were no aneurysm-
elated deaths or major morbidities in the EVAR group. Five patients (18%)
n the open surgical group suffered major complications including myocar-
ial infarction, renal failure, lower extremity amputation, sepsis, and pro-
onged ventilation.
Conclusions: Endovascular repair for IAAA results in successful man-
gement with decreased length of hospitalization, the potential for de-
reased morbidity, and equal resolution of periaortic inflammation. EVAR
hould be considered first-line therapy where anatomic parameters are
avorable.
